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The role of weight perceptions and their impact on health and well-being:  
A multiple mediation model  
 
 
What is already known about this subject 
• People generally underreport their weigh although different conditions can affect 
this bias 
• Some research suggests that weigh perceptions associated more strongly with health 
and wellbeing outcomes than actual weigh. 
 
What this study adds 
• Weigh perceptions mediate the relationship between actual weight and health and 
wellbeing outcomes 
• The distance between perceived and desired weigh (that may reflect a critical 
attitude towards weight) is more relevant in this process than the distance between 
perceived and actual weight (that may reveal misperception) 
• The focus given to eating, by being on a diet, strengthens these relations 
 




The present study analyses the role of weight distortion and weight self-criticism in 
explaining the relationship between actual weight and perceived health, well-being, body 
satisfaction, and emotional eating. 806 individuals were selected from a national study on 
nutrition. They were divided into two groups according to self-reported dieting. A 
questionnaire measuring the outcome variables was implemented. Weight distortion and 
self-criticism were calculated using actual, estimated, and desired BMI. A multiple 
mediation model was estimated using Structural Equation Modelling. A valid model was 
obtained in which weight self-criticism is a partial mediator of the relationship between 
weight and body satisfaction and a full mediator of the relationship between weight and 
emotional eating for the non-dieter group. For the dieter group, full mediation of weight 
self-criticism is observed in the relationships between weight and health, well-being, and 
body satisfaction. For weight distortion, no mediation effect is found in either group. The 
results highlight the importance of weight perceptions in understanding the influence of 
body weight on several aspects of health and well-being. The type of weight perception is 
also relevant. A critical attitude towards weight is more determinant than the distortion in 
weight appraisal. 
 
Key Words: weight perceptions, BMI, weight self-criticism, weight distortion. 
 
 




 The influence of obesity on health and other outcomes is well established. Obesity 
is a risk factor for various illnesses and leads to a rise in mortality (1,2). Furthermore, an 
increased Body Mass Index (BMI) has been found to influence major depression, suicide 
ideation and suicide attempts (3,4), as well as self-reported poorer health and mental health 
(5). Obesity not only has a visible negative effect on health but it has also been associated 
with reduced quality of life and subjective well-being (5,6) and increased costs for health 
systems (7). 
 Research is now focusing on mechanisms that explain the impact of obesity. There 
is evidence that the physiological consequences of obesity influence certain physical 
illnesses (2). However, cultural and psychological factors associated with body weight 
affect a wide range of health outcomes, depression, and well-being and, in some instances, 
these factors may be more relevant than actual body weight. For example, Chaiton et al. (8) 
found that body satisfaction and reported pressure to be thin play an important role in the 
relationship between adiposity and depression. More recently internalized weight stigma 
was found to mediate the relationship between weight and depressive symptoms on 
overweigh university students (9). This research thus suggests that psychological factors 
may be crucial mechanisms through which weight affects health and wellbeing. 
Research on emotional eating provides further evidence of the relevance of 
psychological mechanisms in understanding the relationship between obesity and health 
outcomes (10). Emotional eating refers to changes in eating behaviour in response or 
associated with significant emotional responses (e.g., eating to deal with negative affect) 
(11). Whereas overweight individuals reported eating more than normal- and under-weight 
individuals, when in a negative emotional state; underweight individuals reported eating 
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less than the other groups (12). Emotional eating has also been associated with depression 
and poor eating habits and higher body mass (11). 
 The influence of this psychological dimension is addressed in this research by 
studying body weight with reference to illness perception theories. These theories state that 
health outcomes and personal responses to illness depend on how these illnesses are 
perceived and represented (13–15). Weight perception can be an important factor in the 
individuals’ relationship with their body weight. One aspect of weight perception and 
reporting that is particularly relevant the perception of actual weight. The literature has 
identified a general trend of under-reporting body weight in various contexts (16,17) and 
cultures (18). The fact that this bias exists suggests that weight estimations can be used to 
study weight perceptions.  
 Several variables affect perceived weight. Gender, obesity or body weight, and age 
are among the most frequently observed in the literature (19–22). Gender, in particular, has 
an essential role in perceived weigh. Women are more likely to perceive themselves as 
being overweight, and this over-reporting has several implications for variables such as 
subjective attractiveness and well-being  (23,24). These results may also help to understand 
why obesity is a more significant risk factor in terms of mental health for women (25) 
 With respect to its consequences, weight perception is more relevant than actual 
weight for some variables such as psychological distress and self-rated health. Bias in 
perceived weight  increases the probability of suffering from medium or high psychological 
distress; on the other hand, actual weight status does not increase this distress when 
perceived weight  is statistically controlled (26). Also, although both perceived weight and 
actual weight status influence self-rated health and life satisfaction, perceptions are more 
closely related to these outcomes (27). The understanding of the mechanisms through 
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which the perception of weight affects these outcomes will increase our understanding of 
the consequences of weight and obesity. 
 Another result that highlights the relevance of adequate weight estimation is its 
relationship with the likelihood of engaging in weight reduction behaviours (28,29). The 
perception of body weight may be associated with the representation of obesity, and this 
can affect both the body image and willingness to engage in weight reduction activities 
(30). Finally, more than the actual weight, perceived weight has a greater influence on 
disordered eating behaviour (31). 
 Despite the importance given to weight perception in the literature reviewed, the full 
picture may be more complex. For example, patients with eating disorders report their body 
weight very accurately (32), and this draws attention to the relevance of addressing weight 
perception considering other dimensions. The focus given to eating and the intention 
involved in eating and dieting may play a role. Patients with eating disorders give greater 
attention to body weight and dieting, and this affects their identities and lifestyles. The fact 
that these individuals focus on controlling their weight affects how body weight itself is 
perceived. In other words, the perceived actual weight is not necessarily biased in all cases 
but may be a function of the focus given to obesity and eating behaviour. In the general 
population, the same process may occur in other situations. The increased focus may be 
relevant to dieting behaviour as it is assumed that more attention is given to weight control. 
For example, restrained eaters tend to underestimate their body weight regardless of gender 
or BMI, and restrained eating is the best predictor of this underestimation in college 
students (33). Future research will then have to consider weight perceptions considering the 
different focus given, by different participants, to eating and dieting. 
 




 The literature shows several impacts of weight and obesity in health and well-being. 
Some of these impacts are due to weight perceptions. Research has shown the impact of 
weight perception on several outcomes and processes associated with obesity. Nevertheless, 
a fuller understanding of the relationship of these variables with outcomes such as well-
being or health is required. Namely, whether the type of weight perceptions is relevant and 
taking into account the focus given to eating and dieting. The reviewed literature serves as 
the basis for the conceptual framework that underlies the analysis of this study. It is 
assumed that some of the effects of actual weigh on health and well-being are due to weight 
perceptions. Although the present study does not allow causal inferences, this conceptual 
framework implies that the association between weigh and health and well-being outcomes 
will be explained – at least partially – by weight perceptions. 
 The present study involves a multivariate analysis to test a multiple mediation 
model using Structural Equation Modelling (SEM). The model will test the mediating role 
of weight distortion (perceived BMI - actual BMI) and weight self-criticism (desired BMI - 
perceived BMI) in the relationship between actual BMI and perceived health, well-being, 
body satisfaction, and emotional eating. Weight distortion is assumed to refer to the 
accuracy in perceiving weight, while weight self-criticism reflects the attitude towards 
weigh irrespective of the accuracy of its estimations. Given the importance of the focus on 
eating behaviour for weight perceptions, two groups will be tested on whether the 
participants report being on a diet or not: a) dieters and b) non-dieters. In light of the 
presented conceptual model, the following hypotheses are proposed: 
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H1: Body weight is negatively associated with perceived health, well-being, body 
satisfaction, and emotional eating; 
H2: Weight distortion and self-criticism mediate the relationship between body weight and 
the outcomes, namely perceived health, well-being, body satisfaction, and emotional eating; 
H3: The mediation of weight distortion and self-criticism is stronger in the group of dieters. 
 
 Considering the role of gender in weight representation, the proposed model will be 
analysed for both males and females. By addressing a broad range of outcomes, it is 
possible to study the differential role of weight perceptions for several outcomes. This 
broad range includes not only health and well-being but also two specific consequences of 
body weight and obesity. Body satisfaction and emotional eating refer to both the emotional 
appraisal of body image and weight and the emotional impact on feeding behaviour. This 
study will allow the analysis of whether weight perceptions explain the influence of body 
weight and obesity on these outcomes more clearly. 
 
Materials and Methods 
Participants 
 The study sample was selected from the Portuguese national survey on nutrition and 
feeding behaviour: ‘Observatório da Nutrição e Alimentação em Portugal’ (34), the aim of 
which is to analyse the nutrition and food behaviour habits of Portuguese citizens aged 15 
years or over. Reason behind this age span was to include all citizens than can participate 
without parental consent, according to the country’s legal framework. This is a 
representative sample of the Portuguese population obtained by quota sampling. The 
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sample stratification took region residence, gender, and age group into account. Data were 
collected from several public spaces of the different regions under analysis, on various 
randomly chosen weekdays and times. Informed consent was obtained from all individual 
participants included in the study. The original sample included 1221 participants. 
 The present study analyses all participants that completed the questionnaire, 
including the objective measurement of body weight and height.  There were 806 
participants, 457 (56.7%) of whom are female; the average age of the sample is 47.4 (SD = 
18.77, Min = 15, Max = 97, 5th percentile = 22, 95th percentile = 75). Most participants 
were married (318, 39.9%) or single (267, 33.5%) and most had secondary education (12 
years; 316, 39.2%), BA or higher (241, 29.9%) or third cycle (9 year of education; 120, 
14.9%). Participants were divided into two groups, namely those who stated they were on a 
diet and those that did not. Table 1 compares the socio-demographic characteristics of the 
two groups. These analyses were conducted using SPSS 23 (35). 
 
(Table 1 around here) 
 
Instruments 
 In the original survey, a questionnaire was administered in an individual interview, 
after which several objective measurements were taken. All interviews were conducted by 
nutritionists with specific training on how to apply the questionnaire. 
 This analysis considered four outcome variables: perceived health, well-being, body 
satisfaction, and emotional eating. Perceived health was measured by the following two 
items on a seven-point semantic differential scale ranging from bad (1) to excellent (2): 
‘how do you consider your physical health in general’ and ‘how do you consider your 
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mental health in general.’  Well-being was  assessed according to the Ryff model (36,37), 
more specifically based on participants' answers to the question ‘how often do you feel the 
following dimensions of well-being: general well-being, personal fulfilment, life 
satisfaction, happiness, self-acceptance, positive relations with others, control over the 
environment, life goals, personal growth and autonomy?’. Participants were invited to rate 
each of these dimensions on a five-point Likert scale ranging from never (1) to always (5). 
Body satisfaction included two items measured on a four-point Likert scale (from 1, very 
unsatisfied, to 4, very satisfied): ‘How satisfied are you with your weight?’ and ‘How 
satisfied are you with your body image?’ Lastly, emotional eating included three items: 
‘When I am emotionally unstable, I eat less healthily’; ‘When I am emotionally unstable, I 
eat in excess’; and ‘On at least one occasion, I have started eating and could not stop even 
though I was not hungry.’ These questions had yes/no responses that were converted to 
ratios to allow for the analyses.  
 Weight and height were objectively measured. Height was measured with a 
stadiometer SECA 213®. Weight was measured using a portable Omron BF511® scale. 
Participants were instructed to keep their feet in a parallel position and slightly separated, 
with their body in an upright position, and with their arms on the side. Both weight and 
height were measured by trained researchers after the participants had removed their shoes. 
All measurements were rounded to the nearest decimal value (0.1kg and 0.1cm). The BMI 
(BMI = weight / height2) was calculated from the measured body weight (measured in 
kilograms) and height (measured in meters). Participants provided information on their 
perceived weight and height as well as desired weight in the questionnaire. This 
information was used to calculate the estimated BMI and the desired BMI. The mediating 
variables considered in the model are weight distortion and weight self-criticism, calculated 
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as follows: weight distortion is the difference between real BMI and perceived BMI, and 
weight self-criticism is the difference between perceived BMI and desired BMI. 
 
Model Estimation Procedure 
 Structural equation modelling (SEM) was used to test the proposed direct and 
multiple mediation relationships. Multiple mediation involves the simultaneous mediation 
of two possible mediators: weight distortion and self-criticism. The advantage of using one 
multiple mediation model rather than several simple mediation models is that it determines 
the effect of a conditional mediator in the presence of other mediators (38). The 
hypothesized model was estimated by the Maximum Likelihood Method using Amos 23 
(39). The bias-corrected bootstrap was adopted to produce more accurate confidence limits 
for the indirect effects (38). The Bollen-Stine bootstrap procedure was also used to obtain a 
goodness-of-fit statistic (40). 
 A measurement model with all latent variables and their corresponding items was 
first estimated by confirmatory factor analysis to assess the convergent and discriminant 
validity. The correct evaluation of measurement models is a pre-requisite for structural 
model evaluation (41,42). Different types of goodness-of-fit measures were used to assess 
the model-data fit in both the overall measurement model and structural model; these 
included the Chi-square, the Root Mean Square Residual (RMR), the Root Mean Square 
Error Approximation (RMSEA), the Goodness-of-Fit Index (GFI), the Adjusted GFI 
(AGFI) as well as the Comparative Fit Index (CFI) and the Parsimonious CFI (PCFI). 
RMSEA values ranging from 0.01 to 0.06 are indicative of a close fit, and 0.06 to 0.10 
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indicate an acceptable fit (43). The smaller the RMR, the better the model fit is. The GFI, 
AGFI, CFI, and PCFI range from 0 (no fit) to 1 (perfect fit) (44).  
 
Results 
An overall measurement model was estimated for each group of respondents to assess the 
convergent and discriminant validity. Few items were dropped due to low standardized 
loadings (inferior to 0.5) in the models for the non-dieter and dieter groups. After this 
purification procedure, items were deemed valid (convergent and discriminant validity and 
composite reliability). Table 2 presents the standardized loading estimates for each item.  
 
(Table 2 around here) 
 
 A multigroup structural equation modelling approach was also carried out to 
compare men and women on the structural relationships. To test for model invariance 
across gender, the chi-square from a model with all parameters allowed to be unequal 
across gender was compared to the chi-square from a model with all parameters constrained 
to be equal across gender except structural coefficients for both the non-dieter and dieter 
groups. 
Regarding the overall model fit, the indices values were placed within the 
recommended limits in the two models and were considered indicative of good fit (see note 
to Figure 1 on group models). The RMSEA value is 0.101 for both models, which is 
precisely in the acceptable limit and within the 90% confidence interval for RMSEA. This 
result means that the RMSEA is within the range associated with an acceptable fit. 
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Figure 1 shows the results of the structural model for both groups, namely the 
standardized significant estimates of regression coefficients and the squared multiple 
correlations of each dependent construct. The former estimates are indicative of the 
relationships' strength, whereas the latter indicates the amount of variance in each 
endogenous latent variable accounted for by the antecedent latent variables. Solid lines 
represent significant relationships between variables. Table 5 presents the indirect effects of 
body weight on the outcome variables through weight self-criticism and distortion, and 
their total effect (direct and indirect effects), for both the non-dieter and dieter groups. 
 
(Figure 1 & Table 3 around here) 
 
Weight self-criticism is a full mediator of the relationships between body weight 
and perceived health, well-being, and body satisfaction and a suppressor of the relationship 
between weight and emotional eating in the dieter group. In the non-dieter group, weight 
self-criticism is a partial mediator of the relationship between weight and body satisfaction 
and a full mediator of the relationship between weight and emotional eating. In contrast, 
weight distortion does not mediate any relationship with weight in either group of 
participants. The mediation of weight self-criticism is stronger in the dieter group than 
among non-dieters  
As expected, the estimate of the squared multiple correlation coefficient for the 
outcome variables is low since there is only one predictor (weight). However, body 
satisfaction has a higher R2 than the other outcome variables, reaching 0.364 in the dieter 
group. It is also interesting to note that weight explains 52% and 64% of the weight self-
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criticism in the non-dieter and dieter groups respectively, but just over 10% of the weight 
distortion.  
 A multigroup SEM analysis was used for testing gender differences for non-dieters 
and dieters. Chi-squared test for differences shows that there is no difference between the 
female and male models in the non-dieters group [∆χ2 (26) = 36.558, p = 0.082]. In 
contrast, this test presents differences in the regression coefficient estimates across the two 
gender models in the dieter group [∆χ2 (26) = 32.529, p < 0.01]. Table 6 presents the 
standardized regression coefficients for the two gender models. 
 
(Table 4 around here) 
 
Discussion 
 The broad aim of the present study was to understand the role of weight perceptions 
in the way actual weight affects the following outcomes: perceived health, well-being, body 
satisfaction, and emotional eating. Previous research had established both the relationships 
between weight and these outcomes and other studies established the importance of weight 
perceptions. By using structural equation modelling, we analysed the effects of weight 
perceptions on these variables in a multivariate way. Furthermore, the model was tested in 
two groups assumed to have different focus given to eating and dieting by contrasting 
participants on a diet or not. The results confirm that weight perceptions are of vital 
importance to understand some of the effects of body weight on perceived health, well-
being, emotional eating, and body satisfaction. 
 The first hypothesis - body weight associates with perceived health, well-being, 
body satisfaction, and emotional eating - is partially confirmed for both the non-dieter and 
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dieter groups. As expected, body weight has a direct and negative relation with perceived 
health, well-being, and body satisfaction for non-dieters; however, it does not have an 
effect on emotional eating. The direct effects of body weight are the result of the complex 
nature of weight and the importance of other factors, such as biological consequences and 
the cultural representation of obesity  (1,2,6). Emotional eating is only associated with 
actual weight in the dieter group; this suggests it is only relevant to actual body weight 
when individuals have a particular focus on eating because they are on a diet. 
 The second hypothesis - weight perception has a mediating role - is not confirmed 
for weight distortion but is partially validated for weight self-criticism in the non-dieter 
group. Four specific results show these relations. First, body weight is associated positively 
both with weight self-criticism and distortion but has a stronger effect on the former than 
the latter. Second, weight distortion is not related to any outcome; therefore, it is not a 
mediator of the relationships between body weight and the four outcomes. Third, weight 
self-criticism is associated with satisfaction with the body and emotional eating. Fourth, 
two mediating effects of weight self-criticism are found: weight self-criticism is a partial 
mediator of the relationship between body weight and body satisfaction and a full mediator 
of the relationship between weight and emotional eating. Whereas this partial mediation 
means that body weight still has a direct effect on body satisfaction, full mediation means 
that the direct association between weight and emotional eating is no longer significant 
when the mediator, self-criticism, is considered (45,46). 
 The second hypothesis is partially verified for weight self-criticism in the dieter 
group due to the following results. Firstly, weight distortion negatively affects well-being, 
but it does not mediate the weight/well-being relationship. Since weight distortion does not 
affect any other variable, it is not a mediator of any of these weight relationships. Secondly, 
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weight self-criticism is related to all the outcomes but only has a positive effect on 
emotional eating. Thirdly, as body weight also has a very strong and positive relation with 
weight self-criticism, the relationship of weight with perceived health, well-being and body 
satisfaction is fully mediated by weight self-criticism. 
 Weight self-criticism has a specific effect on the relationship between body weight 
and emotional eating in the dieter group, known as statistical suppression (46). Suppression 
occurs when the direct effect of body weight is directionally opposite to its indirect effect 
via weight self-criticism. This means that an increase in actual weight slightly reduces 
emotional eating; however, when self-criticism is considered, actual weight increases 
emotional eating, thus suppressing the previous effect. Future research should examine this 
observation in greater depth. Emotional eating is linked to emotional distress, and its 
relationship with actual weight may be more complex than previously thought. 
 Of the two possible mediators considered, weight self-criticism plays a more 
significant role than weight distortion. Weight distortion has only direct associations with 
actual weight (in both groups) and well-being (in dieters), but it is not a mediator of any of 
the relationships considered. This means that for these outcomes and in a community 
sample, the valence of the evaluation of individual weight is more important than the 
misrepresentation of actual weight. This result may not be the same in all samples; for 
example, body image distortion has been considered relevant for eating disorders (47,48). 
 The results support the third hypothesis, namely that the strength of these 
mediations differ in the two groups. In the dieter group, weight self-criticism has a more 
significant role in terms of both the number and strength of mediations. The difference 
between groups can be understood by the greater focus on eating and body weight, 
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characteristic of people on a diet. When less focus is placed on controlling eating, self-
criticism about weight may be less relevant and less associated with outcomes such as 
perceived health and well-being. The difference between groups means that the importance 
of the focus people place on controlling eating may have an effect on the importance of 
weight perception. People’s motivations for tackling weight issues can help tailor 
intervention programs; the findings of this study can be used for this purpose. It should be 
noted that dieters and non-dieters not only differ in body weight but also in other variables 
such as age. These variables, particularly age, should be considered in future research 
studying this model. 
 The present model shows several differences across gender for the dieter’s group. 
Firstly, the effect of body weight on self-criticism is stronger for men. This means that for 
women, other factors than actual body weight may play a more significant role in weight 
criticism. Secondly, the effect of self-criticism on well-being is stronger but negative for 
women. Among men, this effect does not exist. This is consonant with the greater 
importance given in society to weight in the female gender (23,24,49). The fact that gender 
representations are consonant with the directions of the relationships of the anticipated 
variables and the fact that this is only true for the dieter’s groups reinforces the results of 
the overall model. 
 The results of the present study suggest that weight perceptions partially determine 
the influence of body weight. It is important to stress that these outcomes are self-reported. 
However, while an eventual bias, in reporting, is less applicable to psychological outcomes 
such as well-being and body satisfaction, it may be more relevant for variables such as 
health. It should be noted that even though the self-reported dimension in these variables is 
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relevant, the results are consistent with the literature on objective measures (26,27). 
Furthermore, this study found that actual weight had a direct effect on these self-reported 
outcomes. 
 There are several limitations to this research. Firstly, although both groups were 
selected from a representative sample of the Portuguese population, only participants with 
objective measurements of body weight/height or BMI were considered. Participants who 
did not agree to measure body weight could have been different from the current sample in 
terms of weight perceptions or actual weight. Secondly, the participants were interviewed 
using a questionnaire specifically developed for a national survey on this area. Therefore, 
the variables were analysed without using the most researched and established instruments. 
Thirdly, since this study used cross-sectional data, it does not allow determining causality 
between variables. Finally, this research was conducted in a broad national sample. Future 
research should analyse the relationships in specific groups based on demographic (e.g., 
age) and other variables (e.g., presence of obesity). 
 
Conclusion 
 The model analysed in this research corresponds to a new way of understanding the 
influence of body weight, and the results have several implications. First, the results show 
the importance of multivariate analyses in understanding a phenomenon as complex as 
obesity. Body weight and its consequences will be influenced by several factors that should 
be considered in future studies. The present study shows that one of these factors, weight 
perceptions, has to be understood in a more complex way. It is not only relevant to assess it 
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under or overestimation but also how the individuals position themselves towards their 
weight – in a critical or accepting manner. Finally, these variables relate in a different way 
whether individuals are on a diet or not. These individuals will give a different attention or 
focus on their weight and feeding behaviour. Future research should consider other 
conditions that affect this focus, such as in eating disorders. 
 Furthermore, weight perceptions should be taken into account when designing 
interventions to prevent and treat obesity. In addition to their role in health and well-being 
outcomes, weight perceptions may also be valuable in the adherence to treatment plans or 
healthy lifestyles. In particular, this research suggests that the misappraisal of weight by the 
general population is less relevant than self-criticism about weight. Interventions that foster 
weight acceptance may promote change more successfully than those providing precise 
feedback about changes in personal weight.  
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Characterization of the Dieters and Non-Dieters Groups 
Variable Dieters 
(n = 238) 
Non-dieters 
(n = 568) 
Group differences 
Gender Male 98 (41.0%) 
Female 140 (59.0%) 
Male 251 (44.2%) 
Female 317 (55.8%) 
χ2 (1) = 0.62, p > .05 
Age 
(years) 
M = 45.3, SD = 17.6 M = 48.3, SD = 19.2 t (804) =2.12, p < .05 
Weight 
(Kg.) 
M = 73.4, SD = 13.5 M = 69.2, SD = 13.7 t (804) = -3.93, p < .01 
Height 
(m.) 
M = 1.65, SD = 0.09 M = 1.64, SD = 0.1 t (804) = -0.70, p > .05 
BMI 
(Kg/m2) 
M = 27.1, SD = 4.54  M = 25.7, SD = 4.39 t (804) = -4.04, p < .01 
 







Descriptives and Standardized Item Loadings for the Overall Measurement Models 
Latent Variable Item Non-dieters’ model Dieters’ model 




Body weighta Actual BMI 25.7 ± 4.39 1.000 27.1 ± 4.54 1.000 
Weight self-criticisma Desired BMI – perceived BMI 1.2 ± 2.35 1.000 2.3 ± 2.83 1.000 
Weight distortiona Perceived BMI – actual BMI 1.0 ± 1.46 1.000 0.9 ± 1.58 1.000 
Perceived Health 
(CRND = 0.670;  
CRD= ---)c 
Mental health 5.0 ± 0.93 0.542 b b 
Physical health 4.7 ± 0.86 0.707 4.8 ± 0.96 1.000 
Emotional eating 
(CRND = 0.978;  
CRD = 0.980)c 
Compensatory eating 0.2 ± 0.25 0.951 0.3 ± 0.25 0.796 
Overeating 0.2 ± 0.23 0.533 0.2 ± 0.25 0.749 
Compulsive eating b b b b 
Well-being 
(CRND = 0.920;  
CRD = 0.931)c 
General well-being  3.7 ± 0.90 0.723 3.8 ± 0.90 0.714 
Personal fulfilment 3.6 ± 0.95 0.809 3.6 ± 0.89 0.760 
Life satisfaction 3.6 ± 0.95 0.860 3.8 ± 0.86 0.804 
Happiness 3.7 ± 0.93 0.850 3.8 ± 0.83 0.769 
Self-acceptance 3.8 ± 0.89 0.717 3.9 ± 0.88 0.765 
Positive relations with others 4.1 ± 0.80 0.569 4.1 ± 0.68 0.676 
Control over the environment 3.6 ± 0.91 0.548 3.7 ± 0.88 0.584 
Life goals 3.8 ± 1.03 0.661 3.9 ± 0.87 0.687 
Personal growth 3.7 ± 0.98 0.656 3.9 ± 0.86 0.678 
Autonomy 4.1 ± 0.87 0.575 4.2 ± 0.79 0.550 
Body satisfaction 
(CRND = 0.934;  
CRD = 0.919)c 
Satisfaction with weight 2.8 ± 0.62 0.948 2.6 ± 0.72 0.906 
Satisfaction with body image 
2.8 ± 0.55 0.702 2.8 ± 0.61 0.766 
Note. a Note that body weight, weight self-criticism, and weight distortion are each measured by a single 
indicator; b Item dropped during the purification procedure; c CRND and CRD refer to Composite Reliability 
(CR) measures for latent variables of Non-Dieters’ (ND) and Dieters’ (D) models. 
 













 (χ2 (142) =967.191, p=0.000; GFI=0.840; AGFI=0.785; 
CFI=0.829; PCFI=0.627; RMR=0.119; RMSEA=0.101, 
P=0.000, 90%CI=[0.095, 0.107] ) 
(χ2 (142) =455.569 p=0.000; GFI=0.835; AGFI=0.780; 
CFI=0.867; PCFI=0.720; RMR=0.107; RMSEA=0.097, 
P=0.000, 90%CI=[0.087, 0.107] ) 
 
Figure 1. Standardized regression coefficient estimates for the structural model in both 
groups. Dashed lines refer to non-significant regression coefficient estimates. Model fit 
measures are presented below the models. 
 







Direct, Indirect and Total Effects for both Groups: Standardized Estimates and corresponding 


































































































































Note. WC = Weight self-criticism; WD = Weight distortion; *p < 0.01; **p < 0.05; a p = .071; b p = 0.057; 
 c Bootstrap Standard Error. 
Considering A an independent variable and B a dependent variable, a Total effect between A and B = Direct 
effect between A and B + Total indirect effects between A and B; where the Total indirect effects between A 
and B is the sum of all indirect effects between A and B. The direct effect between A and B measures the 
extent to which the dependent variable B changes when the independent variable A increases by one.  
 





Multiple Group Analysis for Dieters: Standardized Estimates and T statistic for Differences 
between Males and Females 
Relationships Male (n=98) Female (n=140) T statistic 
 Std.Est. SE Std.Est. SE  
Weight –> Weight self-criticism 
Weight –> Weight distortion 
Weight –> Perceived Health 
Weight –> Emotional Eating 
Weight –> Well-being 
































Weight self-criticism –> Perceived Health 
Weight self-criticism –> Emotional Eating 
Weight self-criticism –> Well-being 























Weight distortion –> Perceived Health 
Weight distortion –> Emotional Eating 
Weight distortion –> Well-being 





















Note. *p < 0.01; **p < 0.05. 
 
 
